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STATEMENT QF DEFICIENCIES (%1} PROVIDER/SUPPLIER/GLIA
{Mo FLAN OF GORREGTION IDENTIFICATION NUMBER;

il waro

(X3) DATE SURVEY
COMPLETED

c
01/117/2012

(X2) MULTIPLE CONSTRUCTION

ABUILDING (1 - MAI BUILDING (1
B, WING

NAVIE OF PROVIDER OR SUPPLIBR
JOHN M REED NURSING HOME

STREET ADDRESS, CITY. STATE, ZIP CONE
124 JOHN REED HOME RD
LIMESTONE, TN 37681

=]
FRerx {EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

SUMMARY STATEMENT OF DEFICIENCIES J
TaG :
:

PROVIDER'S PLAN OF CORRECTION ¥
(EACH CORRECTIVE ACTION SHOULD BE
OROSS-REFERENCED YO THE APPROPRIATE
DEFICIENCY)

(X8)
COMPLETIDN
DATE

K 000 , INITIAL COMMENTS [
|

42 CFR 483.70(a)

K3 BUILDING: 2-story Type 11(222), unprotected,
. hon-combustible construction with 2 complete

automatic sprinkler system.

K& PLAN AFPROVAL: 1964

K7 SURVEY UNDER: 2000 EXISTING
- K8 NF Licensed for 63 beds with a census of 60
, an the day of the survey.

|
|
. A Life Safety complaint investigation |
; (TNOQO29164) was completed on 1/17112, The j
 facility was cited with Immediate Jeopardy (A i
1 situation which the provider's noncompliance has J
« caused, or i likely to cause, serious harm, injury,

. impairment or death) fer tag K38, ||

The Immediate Jeopardy for tag K38 was .
effactive 1/17/12. On 1/1712 the facility provided |
* corrective action lowering the immediate jeopardy |
to an "E" leval, |
K018 NFPA 101 LIFE SAFETY CODE STANDARD |
38=F :
Daors protecting corrider openings in other than |
required enclosuras of vertical openings, exits, or |
hazardous areas are substantial doors, such as  ;
those constructed of 1%4 inch solid-bonded core
woced, or capable of resisting fire for at least 20 I

- minutes, DRoors in sprinklered buildings are only
required fo resist the passage of smoke. There is |
. ho impediment to the closing of the doors, Doors |
~are provided with a means suitable for keeping !
i the door closed. Dutch doors meeting 19.3.6.3.6 |
“are permitted.  19.3.6.3 |

: i
- Roller latches are prohibited by CMS regulations |
, it all health care facilities. !

i‘ |
| |
| |
! i

i
K 018[' K-018 In order to maintain the doors

‘protecting the corridors, with a positive larch
Jor two scts of fire doors and repair of one
jdoors. The facility has securcd the services
1of a provider on 1-31-2012, who is currently
igeﬁ-ing spees . The facility will write, 2-2-
12012, for permission from the State of
fTennessee to replace these two sets of doors.
-On 2-2-2012 received proposal for
Teplacement doors, Faxed on 2-3-2012 to
State of Tennessee with specs, awailing
approval,

! iﬁ 0¥
1330

| | |
LABORATORY DIR@YH PRWDERJ’SUP_ZEER REPRESENTATIVE'S Smﬁ URE; o i ; Tl ; ;

{X8) DATE

i A0 T

Any daflciency ataleMMInn with an asterlsk (*) denotes a deficiency which the Institution may ba excusad from camecting providing It Is determined that
suffictont protection to the patlents. (Sea Instructions.) Excopt for nursing homes,

other safeguards pr

following the date of survay
days following
program participation,

FORM CMS-2557(02.90) Provious Veralons Obsolets

whether or not & plan of correction fs provided, For nursing homes,
the date these documents ara made avallable to the facility. If daficlancies are cited, an approvad pianh of coroction ks mogquizlto o continued

- Evenl |b:ﬂsdf21 N
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0291
’_ PROVIDER/ISUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTION {(%3) DATE SURVEY
i;%*ﬁ&%”&"&?&{g%“éﬂ“ ) [DENTIFICATION NUMBER, ABULDNG (1 MAIN BULDING 0t COMPLETED
‘ G
44A120 VNG 01/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADPRESS, CITY, 8TATE, ZIP CODE
124 JOHN REED HOME RD
JOHN M REED NURSING HOME LIMESTONE, TN 37681
Xa)1D SUMMARY STATEMENT OF DEF!CJENCIESF i b E:gﬁgggsﬂgcmg fgﬂcgfgﬁgzgi% - .
pEEEm ‘ 'F&E’éﬁﬁrﬂ?gﬂé&g?&mﬂgmgfs%n?aﬂ%um E P?Ef;m CRloss-REFERENcED TO THEAPPROPRIATE | DATE
: ‘ I DEFICIENGY) |
E
K 018 Continued From page 1 i K 018
I i [}
| I I
! ' [
| j
o |
| [ !
| | _l
; i
. This STANDARD is nat met as evidencad by: i ! '
- Intakes: TNO0029164 | | g
: . |
‘Based on observations, it was determined the | F i
facility failed to maintain the doors protecting the i
corridors, . : i [
: | ; 1
The findings included: | i i
v I
; , i
_1. Observation of the corridor’s fire door locsted ! [
: next to the snack area on 171712 at 6,22 PM, | [
. revealed the door did not latch within the deor | !
' frame when closed, | !
2, Observation of the comidor's fire doer located I J
- next to room 28 on 1/17/12 at 7:03 PM, revesled ‘ . [
- the door did ot latch within the door frame when | | f,
closed. 1_
i i
3. Observation of the corridor's fire door located i | i
' next to room 27 on 11712 at 7.04 PM, revealed . | i
- the door's face was loose and damaged. | I '
[ :
These findings were acknowledged by the | ]’ |
administrator during the exit conference on i '
1Tz, i ;
K025 NFPA 101 LIFE SAFETY CODE STANDARD | K 025!
88=F i | !
J L

FORM CMS-2567{02-89) Previou= Verzicns Obzolsia Evant 1D 685G Focliy ID; TNOJOT if continuation sheet Page 2 of 21
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FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

1, Observation of the phone room on 1/17/12 at
6:22 PM, revealed 4 penetrations in the ceiling,
walls, and the end of 2 conduits were not sealed.

!2, Observation of the kitchen's dish washing
: raom on 1117112 at 6:41 PM, revealed a
. penetration in the ¢eiling around the hot water

" plpe.

- 3. Observation of the kitchen on 1/17/12 at 6:42
PM, revealed a panetration in the ceiling next to
" the dry storage room,

- 4. Observation of the kitchen on 1/17/12 at 6:44

¥
i
I
]
!
i
[}

i
|
|
1
i

|
|
|
|
|
|

STATEMENT OF DEFICIENGIES (1) PROVIBER/SUPPLIER/CUIA * (2) MULTIPLE CONSTRUCTION (%) DATE SURVEY |
N IDENTIFIGATION NUMBER; COMPLETED
AND PLAN OF CORRECTIO E , ABULDNG 01 - MAIN BUILBING 01
c
B, WING
44A120 01/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE, 21P CODE
JOHN HOME RD
JOHN M REED NURSING HOME :.T:‘IESTOZE?H fr
(4 10 SUMMARY STATEMENT OF DEFIGIENCIES - T PROVIDER'S PLAN OF CORRECTION ’ o)
PREFX (EAGH BEFICIENGY MUST BE PRECEDED BY FULL ' PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) LOTAG o CROSS-REFEAENGED TO THE APPROFRIATE ’ BATE
; { CEFICIENGY) !
1
: | '
K025 Continued From page 2 1 K 025; K-025 In order to maintain the smake
Smoake barrjers are constructed to provide at ] | bartjers The corrective measures below will
least a one half hour fire resistance rating in ‘I | be put into place:
» accordance with 8,3, Smoke barriers may : ' 1. all penetrations have been sealed in the
' 4 ' | . penetrahons avea : ;
;' tel'mma!e at an aﬁ‘|um Wa".‘ Wlndo“’s are ! i CCl]IUg of the phgne room with fire C,BUH{I_'ﬂg
protactad by fire-rated glazing or by wired glass | 3 M Fire Block Sealant FB 136
: panels and steel frames. A minimur of two i. i 2. the penetrations in the kitchen’s dish
separate compartments are provided on each | I : : :
' floor. Dampers are not required In duct ! | washing room will be sealed with fire
: penetrations of smoke barriers in fully ducted | , caulking BM_F,i.L'e Bio‘_:}f_ ?fall?nt FB_]} 3 f
' heating, ventilating, and air conditioning systems. ! ! 3, the penctration In thlh ,\‘nc _e.niccclx m:}: 1{11
19.3.7.3, 19.3.7.5, 19.1,6.3, 18.1.6.4 y | the dry storage room will be sealed with fire
| | caulking 3MFire Block Sealant FB 136
{ | 4. the conduit sealed at the ceiling above the
: ; | sink in the kitchen with fire caulking 3M
o , . : | Fire Block Sealant FB 136
" This STANDARD is not met as evidenced by: | | 5. the conduit above the alanm pancl and the
Intakes: TNO0029164 i | metasys copper tube that were not scaled at
i i the wall in the main mechanical roon1 have
Based on observatlons. it was determined the I | been scaled with 3M Fire Block Sealant FB
; ' b | 13
facility failed to maintain the smoke barriers, | | 189 e
| | K- 0 as
The findings included: , '
! =271

FORM CMS-2587(02-88) Pravious Varalons Dbsolate Event ID; 850,21

Faclity 10: Tneg007
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e e st T 1A | T MIVD MUMAN DERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0928-0381
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
OF CORRECTION IDENTIFICATION NUMBER; COMFLETED
ANG PLAN A BULBING 04 - MAIN BUILDING 01
C
B. WING
447120 01/4712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
: 124 JOHN REED HOME RD
JOHN M REED NURSING MOME LIMESTONE, TN 37681
41D SUMMARY STATEMENT OF DEFICIENGIES ' o | PROVIDER'S PLAN OF CORRECTION i
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL | preex | (EACH CORRECTIVE AGTION SHOULD BE | coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | Tas ‘:“"55'"5““53252 uTeﬁ &rz APPROPRIATE DATE
I

K025 Continued From page 3

- PM, revealed a conduit not sealed at the cailing
above the sink,

. 5. Observation of the main mechanical room on

AATN2 at 715 PM, revealed 3 conduit above the |
alarm panel and the metasys copper tube were
not sealed at the wall. i

- These findings were acknowledged by the
administrator durlng the exit conference on
CAMTA2,
K 038 NFPA 101 LIFE SAFETY CODE STANDARD
S8=K!
| Exit access is arranged so that exis are readily
: gccessitz}le at all times in accordance with seetion ;
L1 19.20

!
|
|
K038 K -038 Toimmediately eliminate the

|: Teopardy the following action was taken and
tapproved: On 1-17-12 the doots were

| - unlocked and were operable through the key
i “pad systemn. On 1-18-12 the outside key pad
! 1 was disarmed on ali the doors and a sign

|

i

| was placed on the doors “Not An Entrance”
i A memo was issued to all employees that

| the doors were unlocked and all exits were
obtainable through the key pad system with
a sticker to put on their name badge of the
code. Keys are now available to all
employees in the building from 10:00 P.M.
till 5:00 AM. to override the system should
alarm not unlock these doors. A copy of
memo and inservice sheet was approved by
inspector to verify all employees had been

! notified. The inside key Jock will be

This STANDARD is not met as evidenced by;
- Intakes: TN0O0D29164

“interviews it was determined the facility fajled to
maintain the exit access at all times for three exit
doors of eight exit doors used by residents,
visitors, and staff in the event of an emergency,

. The facility's failure to ensure emergency egrass

i
. Based on observations, testing, and staff ,
i

it
placed residents in Immediate Jeopardy (A | dismantled.
. situation which the provider's noncompliance has ' : ! H 03¢

l
 caused, or is likely fo cause, serious harm, injury, | I _ B
. impairment or death). | i I=re

| |

, | |
FORM CMS-2£87(02-00) Provioua Varclonz Ohscletn Evernt ID:65Q421 Fociity 1Dt TNBOOT If contlnuation shaat Page 4 of 21
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FRINIGU U1/2572012
FORM AFPROVED

OMB NO. 0938-03%1

TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUA
iﬂg PELAN OF CORRECTION IDENTIFICATION NUMBER;

447120

[ X2} MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
A BUILDING MPLETED
B WING

01 - WA BUILOING ¢t o

014712012

NAME OF PROVIDER OR SUPPLIER
JOHN M REED NURSING HOME

STREET ADDRESS, CITY, STATE, 2IF CODE
124 JOHN REED HOME RD

LIMESTONE, TN 37681

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

XHID |
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION (X3}
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS.REFERENCED TO THE APPROPRIATE DATE

PREFIX
TAG
DEFICIENCY)

K 038 Continued From page 4

. On 117112 at 5:25 PM, cbservation of the exit
door leading to the exit discharge adjacent to

: room 107 revealed a magnetic locking system
installed on the door with a keypad avarride,

. Interview with staff member #1 and licensad

. practical nurse (LPN) #B at 5:26 PM, revealed

' that the staff members were unaware of the code

. to release the magnetie door ek, Further

. observations revealed the power to the magnetic |
door ovarride keypad had the power turned off, |

' requiring a key to switch power back on to the

: keypad, not allowing exit aceess at all times, LPN

- #8 revesled that only the three (3) charge nurses
had possession of the keys, At 5:27 PM, LPN #8 |

"retrieved the kay and the code and unlocked the |

" door, !

At 5:44 PM observation of the exit deer leading to

the exit discharge adjacent to reom 109 revealed |

a magnetic looking system installed on the door |
1 with  keypad override. It was discovered the |

i power was shutoff to override keypad not allowing

' exit access at all times, At 5:45 PM the
 maintenance director keyed the power back to
: keypad.

. AT 5:51 PM observation of the exit door leading

' to the exit discharge in the viginity of nurse's

: station #1 revealed the magnetic looking system

; installed on the door with a keypad override, It
was discovered the power was shut off to

- override keypad not allowing exit access at all

_times, At 5:53 PM interview with the maintenance
director revealed that the power to the magnetic |

" door lock override keypads on the three (3) exit

" doors was routinely shut off between 500 PM
and 6:00 PM each day and reactivated the
fellowing marning at approximately 8:00 AM to

K 038;

I
|
|
|
*.
l

|
l
|
i

‘ORM CMS-2587(02-80) Pravious Voralona Obzolets Event 10165021

Facillty ID: Thaah7 I# continustion shast Page 5 of 21




AT Y b W PRSI L

LEPARIMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF gfgécrshémss X1 PE&\#%%%%&%%A {x2) MULTIPLE CONSTRUCTION (X3} gg‘rg SURVEY
AND PLANOF C CTION 10 N T : MPLETED
ABULDING 01 - MAIN BUILDING 0
¢
N
442120 B e 01742012
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
424 JOHN REED HOME RD
JOHN M REED NURSING HOME LIMESTONE, TN 37684
. (X&) 1D SUNMMARY STATEMENRT OF DEFICIENCIES i1 ! PROVIDER'S PLAN QF CORRECTION .
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX ! (EACH CORRECTIVE ACTION SHOULP BE | cawmemon
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) | "YTAG |  CROSS-REFERENGED TO THE APPROPRIATE | BATE
i : DEFICIENCY)
K 0382 Continued From page b : I K OE-B'

. restrict access to resldent family members and

. others that may know the actess codes. At 554 |
- PM the maintenance director keyed the power
_back to keypad. All of the exit duors' magnetic

- locks did release when the fire alarm was

i activated during the fire drill at 7:54 PM.

|
|
" The Immediate Jeopardy was removed at 5,54 |
i PM on 1/17/12 when the facllity provided i
| corrective actions when power was restored to.
' the keypads and the code was provided to all :
 staff members, lowering the scopa of the l
1
|
[
|

| immediate jeopardy to an "E" level.
K 032 NFPA 101 LIFE SAFETY CODE STANDARD
S8=F

K 039| K ~ 039 During the orientation process by
the Maintenance Director, new hires will be
given instructions on the importance of
keeping corridors clear of obstructions.
 Also with the fire drills the Maintenance
Director will include this in this drill,
keeping an inservice sheet with signatures of
all employees in attendance. Then anpual
inservices on Life Safety,{ done in April and
November) conducted by the Maintenance
| Director, will give all employees written
i
i
!
|
t

“\Width of aisles or corridors (¢lear and
- unebstructed) serving as exit access is at least 4
feet, 19.2.3.3

, This STANDARD is not met as evidenced by:
. Intakes: TNO0D29164

information on the importance of keeping
the corridors clear of obstructions at all
times. The shower bed was moved on 1-18-
2012 and will be stored in the showet roomm
at all times and the lifts were moved on 1-
18-2012 and will be stored a different
locations at all times getting these two items
mentioned out of the hall ways. The LPN

. Based on obsarvations, It was determined the
: facility faited to maintain the required exit accass |
- width in 1 of the 4 corridors.

' The findings included:

L

Observations of the corridor located between
| roomns 103 and 104 on 1/17/12 at 5:10 PM,

 revealed the corridor was obstructed by a [ift and charge Nurses will observe as they make

| & shower bed. The equipment eas stationgd Al their rounds that no obstructions are in the

both sides of th? coridor regucmg the available hallways. The Asst. DON will inservice )1/ 0 3&11
| egress width below four fee ] Nursing staff on 2-9-2012 on obstructions. A

2-4-{)

FORM CMS-2567(02-99) Pravious Varsions Obsolnle Evant (0: 65021 Facility ID; TNBOD? If continuation sheet Page & of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
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FORM APPROVED
OMB NQ, 0938-0381,

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
; GOMPLET!
AND PLAN OF CORRECTION \DENTIFIGATION NUMBER: A.BULDING 04 - IAIN BUILDING 04 e
c
447120 R 01/17/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE
OB R 124 JOHN REED HOME RD
JOHN M REED NURSIN M LIMESTONE, TN 37681
oD - SUMMARY STATEMENT OF DEFICIENCIES I o PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX ° (EACH DEFICIENCY MUST 8E PREGEOED BY FULL | PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLCTION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 1 CROSS-REFERENCED TO THE APPROPRIATE DATE,
. [ .‘ DEFIGIENCY)
| |
K 039 . Continued From page & I 039| !
This finding was acknowledged by the } \
administrator during the exit conference on . .
K 050 NFPA 101 LIFE SAFETY CODE STANDARD i K 050'; K - 050 Fire Drills will be conducted as
BERE s . | | quartcrly required and records will be
. Fire It:il'l”S are |"1€|d at unexpacted times under o | maintaincd by the Maintenance Director of
, varying conditions, at least quarterly on each shift., | those in attendance. Since this one drill can
. The staff is familiar with procedures and is aware | | ot be accounted for it can not be corrected
_that drills are part of established routine. i i lan of ,‘c ' fion i o it ot
Responsibility far planning and conducting drills is | | ndianty ERn At R Eaer
assigned only to competent persons who are i { 10 re occur. Mau}tgnance Dueclqr has been
- qualified to exercise leadership. Where drils are | told by the Administrator of the importance
conducted between 9 PM and 6 AM a ¢oded ' | of having these drills and the importance of ; b
announcement may be used instead of audivle | | keeping up with the documentation. . !‘\ o]
‘alarms. 19.7.1.2 ! | : f-?./}‘ﬂl
: | i { L
{
._ |
! This STANDARD is not met as evidenced by: |
- Intakes: TNO0029164 i !
: Based on records review, it was deternmined the ‘
1 facility failed to conduct the raquired fire drills at ' '
least quarterly on each shift i
The findings included: I ;
[ , [
. Record review on 1/17/12 at 8:32 PM, revealed | l )
the facility failed to conduet the required fire ! I ‘;
during the 3rd shift, 2nd quarter of 2011. | !
- This finding was acknowledged by the ‘ \
“administrator during the exit conference on ; ' :
472, -. | |
K 052 NFPA 101 LIFE SAFETY CODE STANDARD | K 052; I
58=F . | |
A fire alarm system required for life safety is ; |
FORM CMS-2667(02-93) Provious Versions Obsolets Evant ID:850021 Facliity (0: TNGOO7 If continuation shast Paga 7 of 21
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FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/GLIA

{X2) MULTIFLE CONSTRUGTION (¥3) CDSLE Sél{kgfs‘(
; LETED
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01
B. WiNG <
44A120 : 01H17/2012

NAME OF PROVIDER OR SUPPLIER
JOWMN M REED NURSING HOME

STREET ADDRESS, GITY, STATE, ZIP COCE
124 JOHN REED HOME RD

LIMESTONE, TN 37681

K052 Continued From page 7
- installed, tested, and maintained in accordance
» with NFPA 70 National Electrical Code and NFPA
. 72. The systemn has an approved maintenance
and testing program complying with applicable
requirements of NFPA70ahd 72.  96.14

. This STANDARD is not met as evidericed by
intakes: TNGC0023164

' Based oh observations and testing, [t was
| determined the facility falled to maintain the fire
alarm system.

' The findings included:

' 1. Testing of the main fir¢ alarm panel on
447112 at T:26 PM, revealed that when phone
lime # 2 was disconnected from the panel, there

| ware nio audible or visual trouble signals recelved
! gt the main panel, station 3's annungiator panei

- and at the monitoring station.

' 2. Qhbservation of the fire alarm annunciator
panel located in station 3 en 1/17/12 at 7:31 PM,

revealed when phone fine 1 was disconnected
from the main fire alarm panel there was no

_audible signal received at annunciatar panel,

" These findings were acknowledged by the

SUMMARY STATEMENT OF DEFICIENCIES |] PROVIDER'S PLAN OF CORRECTION )
éﬁg;& : {EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIX (EACH CORREGTIVE ACTION SHOULD 8E wug;;sértm
TAG . REGULATORY OR LSC IDENTIFYING {NFORMATION) | TAG CROSS-REFERENGED TO THE APFROPRIATE
] DEFICIENTY)
]

'
|
|
|
K 052[ K- 032 the Provider of service was here on
11-19-2012 and corrected the following:

; 1. It was verified that the audible was not

I working on phone line #2 and it was .
| determined a sensor was turned off. It was

: tutned on and now is working.

I 2. Tt was also verified that station 3 alarm
 had no andible signal due to a sensor being
t turncd off. The sensor was turncd on and is
I now working.

| To prevent this from recurring, the Service

i Provider will check these sensors with their
| Quarterly testing.

|
|
j
|

14, 053
(-1G-1dy

|
|
1
! |
!
|

|
1
I
|

FORM CMSA2567(02-88) Provious Versions Qheolaio Evant (D! 660J21
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e r YT WV IEMA | T ANL TIDMIAN SRVICES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
[ starement OF EFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (R} MULTIPLE CONSTRUCTION o
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: ABULDING 01 - HAN BUILIING 11 j
44a120 8o 01/17/2012
DER QR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
i 124 JOMN REED HOME RD
JOHN M REED NURSING HOME LIMESTONE, TN 37881 |
; NT OF DEFICIENCIES oo | PROVIDER'S PLAN OF CORRECTION U
sl (EACH DEFICENCY MUST BE PRECRDED BY FULL PREFIX | (EACHCORAFOTVEACTION SHOLLDEB | SaWZEion
REFX . T ORY OR LoC IOENTIFG IFORIATION) | Tho CROSS-REFERENCED O THE APPROPRIA
i ' DEFICIENCY) ;
i H '
K 052 Continued From page 8 i K052 }
administrator during the exit conference on | !
117112 ] .
K062 NFPA 101 LIFE SAFETY CODE STANDARD | K082' K-062 The Facility and the Service

= Required automatic sprinkler systems are {
- continuously maintained In reliable operating
condition and are inspected and tested |
-periodically.  19.7.8,4.6.12, NFPA 13, NFPA |
25, 8.7.5 i

: This STANDARD Is not met as evidenced by: |
* Intakes: TNOD029164 !

Based on observations and records review, it was
" determined the facility failed to maintain the
: sprinkler systam,

The findings included:

1. Observation of the main entrance canopyon
11712 at 5:00 PM, revealed the sprinklers were ‘
dirty with foreign materials, |

. 2. Observation of rasidents' room 109 on 1/17/12 ;
at 5:46 PM, revealed paint on the sprinkler
. located in closat B,

3. Observation of station 1 linen room on 1/17/12
1 at 5:49 PM, revealed the top shelf was installed
: within 18 inches of the sprinkler. |

: 4, Observation of the ¢ld shower storage room

obstructed by a cinder blocks.
. I

 on 1/17/12 at 608 PM, revealed the sprinkler was | e

I
i
[
i
i Provider will put into place the following
i corrections for the maintenance of the
1 sprinkler system,;
| 1. The sprinkler heads that were dirty with
| foreign materials in the main entrance
| canopy were cleancd on 1-18-2012
" 2. Provider of Service will replace painted
| sprinkler heard in roor 109 closet on 2 —
13-2012
3. The tap shelf in the station 1 )inen room
was removed on 1-18-2012,
I'4, Provider of Service will jnstall an
| additional sprinkier head in 0)d shower
storage room on 2-]13-2012
5. Theto check on the clean dish rack in
i the kitchen has becn cleared of anything that
{ would obstruct the 18”. The staff have been
1 inserviced by the Dietary Superviger for the
i rack to remain clear on 1-20-2012,
16. Provider of Service will perform § year
j obstruction investigation during the week of

|2-13-20i2.
! iKafaQL
| 2112

|
I
|
|
|
i

!

“ORM CMS5-2567(02-99) Previous Versions Obgalats Event 1D:85Q021
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. 5. Observation of the kitchen's clean dish rack on |
“1/17/12 at 6:43 PM, revesled storage within 18
inches of the sprinkler.

,'
-6. Record review on 1/17/12 at 8:30 PM, :
revealed the facility failed te provide !
documentation for the sprinkler system’s 5 year il

» obstruction investigation. ;
|

|

These findings acknowledged by the
. administrator during the exit conference on
MM Z
K 084  NFPA 101 LIFE SAFETY CODE STANDARD
S8=E,

|
|
Portable fire extinguishers are provided in 2l |

- health care occupancies in accordance with 1
/9744, 19358, NFPA 10 |
i 1
f

. This STANDARD is not met as evidenced by:
' Intakes; TNOOO29164

| Based on observations and interviews, it was
" determined the facility falled to maintain the i
' partable fire extinguishers. ‘

The findings included:
"1, Obsarvation of the kitchen on 1/17/12 at 6:34
: PM, revealed the K type portable fire extinguisher
was blocked with a cart, |

- 2. Interview with kitchen staff member# 1 on
“1/17HM2 at 6::35 PM, revealed the staff member

K 054| K - 064 The Facility will put into action
ir the following to maintain the portable fire |
1

extinguishers:
]

- K type portable fire extingnisher is no

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: COMPLETED
AN Pl DR CORREIN ABULDING 01 - MAIN BUILDING DY .
N
444120 B YONG 01117/2012
NAME OF PROVIDER DR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
124 JOHN REED HOME RD
JOHN M REED RURSING HOME LIMESTONE, TN 37661
SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF CORREGTION I
ol (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFX | {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG :  CROSS-REFERENCED TO THE APPROPRIATE |
: ; DEFIGIENGY) |
' I ’
K062 Continued Fram page 9 K 082

-1
J ilonger blocked as the cart has been

I relocated,

[ 2. On1-30-2012 the staff in the kitchen

‘operating the fire extinguisher in

‘under went an insevice on instructions of

the case of

| 2 grease fire. Maintenance Director has
| Signed inservice sheet. The Maintenance

for the Kitchen,

|

i Dircetor will place this training with
orientation materia] of new staff personnel

k ¢4
[-302

“ORM CMS.2587(02-99) Provioys Varsions Obsolate Event ID; 05G22
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FRINTED: 0172572012

pErARIMENT WF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0291
SSRSIIIIRET [ memmmamy i oo |
A-BULDING 01 - MAIN BUILEING 0t =
c
B. WING
44A120 0117/2012
NAME OF PROVIDER OR SUPPLIER STAEET AODRESS, CITY, SYATE, ZIP CODE
124 JOHN REED HOME RD
JOHN M REED NURSING HOME
LIMESTONE, TN 37681
Py io SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN QF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL ' PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APPROPRIATE Dave
: i DEFICIENCY) |
K 064 * Cantinued From page 10 K04,
“was hot trained in which fire extinguisher to use
- on a grease fire. i
' | I
| These findings were acknowletged by the ;
; administrator during the exit conference on |
Ir 1!1 ?{12; » i
K 086 : NFPA 101 LIFE SAFETY CODE STANDARD K0B8! K - 066 The facility will put into place the
58=F" . y l following measure to comply with the
Smoking regt;latluns aré adopted and include no | smokingaregul ations:
less than the following provisions: | [ 017 the Facili
{ 1. On 1-27-2012 the Facility ordered from a
(1) Smoking Is prohibited In any room, ward, or | Vendor a sclf-closing device into which
: compartment where flammable liqulds ! | ashtrays can be cmptied for the smoking
combustible gases, or oxygen is used I{;r stored | area located outside station #3°s entrance,
' and in any other hazardous focation, and such | 2. On 1-27-2012 the Facility ordered from a
- area is posted with signs that read NO SMOKING | vendor a self-closing device into which
or with the intemational symbel for no smoking. o ashtrays can be empticd for the smoking
: "y | area located in the sun room.
' (2) Smo.king'by patients classified as not ! i 3. On 1-27- and 1-30-2012 the Facility
1 rgspans:ble is prohibited, except when under ordered from a vendor a self-closing device
- direct supervision. i | into which ashtrays can be emptied and
_ ! i ashtrays f i
+ (3) Ashtrays of noncombustible material and safe o »fgr ﬂ-w o e Iome‘d -
2 ey ! station 2°s exit. All of the above delivered 2-
: design are provided in all areas where smoking Is i 22012,
. permitted. ! f A memo dated 2-6-2012 from the
' (4) Metal containers with self-closin o Gover ! Admini”mro_r will instruct the following:
, devices into which ashirays can be emptied are ’ :I‘he self-closing .aSh trays will be empried
| readily availabla to all areas where smoking is | into the self closing davices aficr each
| permitted,  19.7.4 . smoke break of the residents by the escorts
" ‘ that have taken the residents to smoke at that
| ’ particular time. These will be emptied and
| cleaned by the Housekeeping staff daily.
, i The employees will empty their ash trays
: This STANDARD b y i [ : into these containers as they fill and the
- This is not met as evidenced by: ¢ : Housekeeping Department will empty and
. | ping Lepartment will empty and | |
. Intakes: TNO0029164 i | clean these devices daily. | KD &J(i
i | 2442
FORM CMS-2587(02-88) Pravious Versions Obsolate Evenl 1D: 620421 Faclliy 1D; TNS007 If continuation sheat Page 11 0f 27
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{X2) MULYIPLE CONSTRUCTION

ABULDNG 1 MANBULDING B

B, WING

[(X2) DATE SURVEY
COMPLETED
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0141712012

NAME OF PROVIDER OR SUPPLIER
JOHN M REED NURSING HOME

124 JOHN REED HOME RD
LIMESTONE, TN 37681

STREET ADDRESS, CITY, STATE, 2IP CODE

) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFI% (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o : PROVIDER'S PLAN OF CORRECTION I g
PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE I OATE

DEFICIENCY)

K066 Continued From page 11

Based on observations and staff interviews, it
was determined the facllity failed to comply with
the required adopted smoking regulatians. i

The findings included:

' 1. Observation on 1/17/12 at 5:34 PM, revealed

: the facility failed to provide metal containers with

; saif-¢losing cover davicas into which ashtrays can

' be emptied readily available at the designated

i smoking areas located outside station 3's

i entrance, Intarview with staff member #1

: revealed the facllity falled to provide metal

: containers with self-closing cover devices into

, which ashtrays can be emptied readily available

. atall of the designated smoking areas located
outside of the facility.

|
|
|

2. Observation of the residents’ designated
smoking area located in the sun room on 1/17/12
- at 6:45 PM, revealed the facility falled to provide a
metal container with a salf-closing cover devices
. inte which ashtrays can be emptied readily
available, |

3. Observation of station 2's exit discharge on
712 at B:48 PM, revealed the area was used
. @8 @ smoking area with no ashirays and metal
- containars with self-closing eover devices Into
: which ashtrays can be emptied readily available,

. These findings were acknowledged by the

* administrator during the exit canference on

11712, .
K 087 | NFPA 101 LIFE SAFETY CODE STANDARD 1
S8aF,

| Heating, ventilating, and alr conditioning complty |

I
K 085

K 08?!

FORM GMS-2587(02-59) Provipus Yarsiohs Opsolela Even: I0; 6501121

Fariy |D: TNBDOT

if continuation shaet Page 12 of 21
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFIGIENGIES | (X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION B D e
AND PLAN OF CORREGTION JOENTIEIGATION NUMBER: ABULDNG 01 - MAN BULOING 01 ’
44A120 B NG D1117/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
124 JOHN REED HOME RD
JOHN M REED NURSING HOME LIMESTONE, TN 37681
TATEMENT OF DEFICIENCIES | PROVIDER'S PLAN OF GORREGTION | o
K - (EACH DEFIGIENCY MUST BE PRECEDED BY FULL i PREFIX ! (BACH CORRECTIVE ACTIONSHOULDBE | cowPLemow
G ©  REGULATORY OR LSC IDENTIFYING INFORMATION} TAG :  GROSS-REFERENCED TO THE APPROPRIATE
TAE i l DEFICIENCY) !
= lf i :
. ' ! '
Kz C:onhnued Fr'm"n pagfe 128 9.2 and are i talledl RO67} K - 067 the Facility has put info place the
with the provisions of section 9,4 and are ins ! following measures to maintain the heating,
in accordance with the manufacturer's ; eiitilitlne Snd Alb sed e costams.
‘specifications.  19.52.1,8.2 NFPAGOA, | i ——
19.5.2.2 : ' | | 1. Room #12’s heating and cooling unit's
o ' | cover will be secured with a removable
! 1 clamp and the plug will be secured also into
: " the electrical outlet with a preventative
| | cover.
_This STANDARD is not met as evidenced by: | 2. Station # bathrooms’ ventilation system
" Intakes: TNOODZ2D164 [ ! has been repaired with a new belt and
| bearings by a Service Provider on
‘ ] [ | 3. Station 2’s housekeeping room
Based on observations, it was determined the | | ventilation is now working, 2-2:2012,
faccltht},f faﬂeﬂ{p rr_lamtalniéhe heating, ventilating, ! ' 4, Station 2 bathrooms’ ventilation svstem
- anc air conditioning System. ! | ahs been repaired with a new belt and
. - bearings by a Service Provider on 1-20-
I The findings included: : 2012,
' 1. Observation of residents’ room 12 on 1/1712 :’ To prevent 111Es:. from reoccurring the !
| at 5:56 PM, revealed the heating and cooling : Maintenance Dircetor will inspeet and
! unit's cover was not secured and the unit was not i document monthly the inspections of the
; plugged into the electrical outlet, units on the roof for operational status. K U{ol’?
2. Observation of the of the 12 rasident rooms Q-1+
located in station 1 on 1/17/12 at 6:05 PM,
 revealed the bathrooms' ventilation system was
not working.
3, Observatian of station 2's housekeeping room
on 1/17/12 at 6:52 PM, ravealed the ventilation
system was not working.
-4, Observation of the of the 12 resident reams
located in station 2 on 1/17/12 at 7.01 PM,
 revealed the bathrooms' ventilation system was
- not working. ;
¥ ' 1
’ |
These findings were acknowledged by the ! !
; i |
FORM CM$-2567(02-88) Previous Verslans Obeolste Evant 1D: 650421 Facliity 10: TNOOO? If continuation shest Page 13 0f 21
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wErmMr SN W HEAL LT AN HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
NTIF N NUMBER; COMPLETED
AND PLAN (F CORRECTION IDENTIFICATIO ABULDING 01 - MAIN BUILDING 0t
(e
444120 PG 011712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
124 JOHN REED HCOME RD
JOHN M REED NURSING HOME LIMESTONE, TN 37684
@) 1D SUMMARY STATEMENT OF DEFICIENGIES ‘ D PROVIDER'S PLAN OF CORRECTION | )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULDBE  + GOMPLETION
TAG REGULATORY GR LSC IDENTIEYING INFORMATION) [ TAG ! GRUSS-REFERESEHE?: 11;?1 g‘réa APPROPRIATE |  DATE
| I o !
] | |
v ' I
. , |
K067 Continued From page 13 | KO8T "
- administrator during the exit conference on ' ! : |
1712 |
K 069 NFPA 101 LIFE SAFETY CODE STANDARD K08g| K - 069 The Facility will put into place the
$8=F » I . following measures to protect and maintain
: Cpoking facillties are protecled in accerdance | the cooking facilities:
_with 8.2.3.  19.3.2.6, NFPA 86 i 1. The Maintenance Dircctor will post a
censpicuous instruction poster in the
o : . ; kitchen, on 1-31-2012 on how to manually
. I:gf;&?ﬁ?o%ggfs‘;ot met as evidenced by! operate the kitchen’s hood fire extinguishing
X | system. Hew# also had an inservice on 1-
30-2012 with signed documentation of the
- Based on obsetvations, interviews, and records _1:‘ainig £ with .the cur.'rent_kitchen staff on
roview, it was datermined the facility failed to these instructions and will include it in the
. protect and maintain the cooking facilities, oricntation of any new hires for the Kitchen,
; 2. The Provider of service centered the
. The findings included: [ cxtinguishing nozzle in the center of the
: ) | deep fryer on 1-20-2012..
1. Observation of the kitchen on 1/17/12 at &35 i | 3. Anached are semiannual inspections of
_PM, revealed there were no ins':tfumlons for | the kitchen’s hood fire extinguishing system.
- manually qperatlng the kitchen's hood fire | This is semi annual contract with service
extinguishing system posted conspicuously in the | provider "
kitchen. Interview with kitchen staff member #1 - [k ket o Bt armual TEEG AR f
. revealed that staff member #1 did not know how | Pl sy Dee-abe o
 to manually operate the kitchen's hood fire ; itchen’s exhaust haod cleaning. This is
' extinguishing System, The ingfructions and shall i asemi annual contract with service provider,
: be reviewed periodically. ‘ [ | K0 v9
1 2. Observation of the kitchen's hood system en | l |"l -
'1/17112 at 6:37 PM, revealed the fire 4
extinguishing nozzle was not center over the _
deep fryer. j i
. 3. Record review on 1/17/12 at 8:41 PM, H
: revealed no semiannual inspection were
- conducted on the kitchen's hood fire :
extinguishing system. ]
Event 10:85Q.21 Faclity iD; TNRJO? If continuatlan sheet Page 14 af 21
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R I R (T S | r\Nl..r AUMAN SERVICES FORM APPROVED
cENTERS FOR MEDICARE & MEDICAID SERVICES QMBE NO. 0938-0391
STATEMENT OF DEFIGIE%CIES *®1) inigﬂm%ipumeﬁa (%2} MULTIPLE CONSTRUCTION (s gga% Ls';é.!;kgsc_v
LAN OF CORRECTION IDENTIFICATION NUN
B ABULOING g1 - MAIN BUILDING 01
c
44A120 8. WING 011772012

| NAME OF PROVIDER OR SUPPLIER
JOHN M REED NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
124 JOHN REED HOME RD

LIMESTONE, TN 37681

Ra)y D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EAGH BEFICIENCY MUST BE PRECEDED BY FULL
TAG ~  REGULATORY OR LSC IDENYIFYING INFORMATION)

PROVIOER'S PLAN OF CORRECTION
(EAGH CORREGTIVE AGTION SHQULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

Colﬂmll'lmi
DATE

K 062" Continued From page 14
4, Record review on 1/17/12 at B:42 PM,

only conducted once annually,
- These findings were acknowledged by the
administrator during the &xit conference on
THTNZ.

K 072 NFPA 101 LIFE SAFETY CODE STANDARP
S§=F

| use in the case of fire or other amergency, No

(7110

This STANDARD is not met as evidenced by:
Intakes: TNO0029164

; Based on observations, it was determined the
' facility failed to maintaln the means of egress
+ from the exit discharge to the public way.
. The findings included:
1. Observation of station 2's exit dis¢harge en
to the public way was blagked by a ¢oncrete
: path of egress redusing the available egress

; width below four feet.

| 2, Observation of station 2's side atrium exit

- Means of egress are continuously maintained free
. of all obstructions or impediments to full instant

' furnishings, decorations, or other objects abstruet
! pxits, accass to, egress fram, ar visibility of exits,

1717112 at 6:47 PM, revealed the path of egress

. bench and table. Further ohaervations revealed
' the canopy's support column was installed in the

, discharge on 1/17/12 at 7:08 PM, revealed grass |

r

. revaaled the kitchen's exhaust hood cleaning was |

|
a
|
|

KWZ[ K - 072 The Facility corrected the

; following means of egress from the exit
j discharge to the public way:
{ 1. At station 2's exit discharge the concrete
| bench and table have been moved on 1-31-
2102 and the canopy has been removed on
! 1-20- 2012.
2. The grass that was covering the path of
| egress to the public way at station 2's atyium
] exit discharges was removed on 2-1-2012.
| Also chat was put down and packed to
| prevent it from returning and prevent
| slipping.

! Ku112
| 212
|
\
i

|
|
|

FORM CMS-2567{02-98) Pravious Varslons Qbadiats

Evert ID: 85021
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
D PiAN OF CORRESTION [ DOTMEATION MUmBeR, | ) MULTIPLE GONSTRUCTION O CommeTen
PLAN OF CORRECTION g N NUM : .
AND P A SULONG 4 - MASN BUILDING b4
! C
i 8. WING
| 44A120 01/17/2012
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP COBE
124 JOHN REED HOME RD
JOH | M REED NURSING HOME LIMESTONE, TN 37681
x| SUMMARY STATEMENT OF DEFICIENCIEE | o | PROVIDER'S PLAN OF CORRECTION | o OB
PREFIX | (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TaG ;|  REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG |  CROSS-REFERENCED TG THE APPROPRIATE DATE
|| | g DEFICIENCY)
]’ ; | |
K072 Continued From page 15 | K 072
' was covering the path of egress to the public way. : |
i "The egress path must be slip resistant. i
| These findings were acknowledged by the | |
1.« administrator during the exit conference on
Lo FMTH2. i
. NFPA 101 MISCELLANEQUS K 13':-‘i K = 130 With the misccllaneous life safety

K1
58=

F
OTHER LEC DEFICIENCY NOT ON 2786

. This STANDARD is not met as evidencad by:
_ Intakes: TNOCD29164 |

|

|

|

:

| . Cylinder and Container Management. NFPA 85,
| 14-3.1.1,1 Cylinders in service and in storage shall i
| 1 be individually secured and located to prevent

| i faling or being knocked over.

' ! Penetrations and Miscellaneous Openings in Fire
| - Barriers. NFPA 101, 82,3.2.4.2

| . Pipes, conduits, bus duats, cables, wires, air
ducts, pneumatic tubes and ducts, and similar

! building service equipment that pass through fire

I barriers shall be protected as follows:

.{1) The space between the penetrating item and

: the fire barrier shafl meet one of the following

. conditions:

ia.  ltshall be filled with a material that Is capable
of maintaining the fire resistance of the fire

. barrier.
b. Itshall be protected by an approved device

* that is designed for the specific purpase.

| (2) Where the penetrating ltem uses a sleeve to i

codes as required that were found to be
deficient the Facility will put into place the
following measures:

1. In residents room 1 the unsecured oxygen
i cvlinder is now secured. With other
residents receiving oxygen therapy these
tanks will be secured at all times, The
Nursing staff and the Housckeeping staff
will daily check for these tanks to be
secured, On delivery from the provider of
scrvice the Nursing staff will secure the
tanks,

2. the penetration in the corridor’s fire wall
located state 1 side exit doors been filled
with 3M fire block FP 136.

3. the penetrations in both sides of the fire
wall located between the snack room and
Jounge have been filled with 3M Fire Black
FP 136,

K170

2--13

ORM CMS12587(02-9%) Previous Verniona Qbasiats Event ID: 85021
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c
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8. WING
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124 JOHN REED HOME RD

LIMESTONE, TN 37681

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL !
REGULATORY OR LSC IDENTIFYING INFORMATION) |

gD
PREFIX |
TAG

PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) |

15} { PROVIDER'S PLAN OF CORRECTION {45)
! COMPLETION
i DATE
]

K 130, Continued From page 16
' penefrate the fire barmier, the sleeve shall be [

' solidly set in the fire barrier, and the space :
between the item and the sleeve shall meet one

+ of the folfowing conditions: ;

‘a. It shall be filled with a material that i$ capable | ;

* of maintaining the fire resistance of the fire i
 barrier, 5

'b. It shall bs protected by an approved device F

* that is designed for the specific purpase.

{3) * Insulation and coverings for pipes and ducts

' shall not pass through the fire barrier unless one

 of the following conditions is met:

-a. The material shall be capable of maintaining !

1 the fire resistance of the fire barrier.

' b, The material shall be protected by an |

- approved device that is designed for the specific |

' purpose. ]
. (4) Where designs take transmission of vibration ;
into consideration, any vibration isolation shall-
meat ane of the following conditions:

‘a, Itshall be made on either side of the fire

- barrier.

‘b. Itshall be made by an approved device that

i is desighed for the specific purpose.

. Bazed on obsarvations, it was determined the
. facility failed ta comply with the life safety codes
 @s required.

' The findings included: i

- 1. Observations of residents’ room 1 an 1/17/12
~at6:15 PM, revealed one unsecured oxygen
cylinder,

"2. Qbservation on 1/17/12 at 8:06 PM revealed

K130
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
[ STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICUA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
R, COMPLEYED
AND PLAN Of CORRECTION OENTIFICATION NUMBE ABULDNG 01~ MANBULDING b1 )
444120 5. WNG 0141712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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: MMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF GORRECTION 05
A (EACSHU BEFIIENGY MUST BE PRECEDED BY FULL FREFX (EACH CORRECTIVE AGTION SHOULD BE compLETION
YAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERGNCED 10 c1"1;|]|s APPROPRIATE TE
! ! : * i
K130 Continued Frorm page 17 K130
| penetrations [n the corridor’s fire wall located next
station 1 side exit door, lr
-3, Observation on 1/17/12 at 8:11 PM revealed | |
penatrations in both sides of the fire wall located | L
hetween the snack room and lounge. i ! |
' J
These findings were acknowledged by the [ [
 administrator during the exit conference on l |
M7M2. ; i
K 144 . NFPA 101 LIFE SAFETY CODE STANDARD K144 K144 In order to maintain the facilities
§8=F | . L electrical system the facility put into place
: Generators are ingpected weekly and exercised the following:
: under load for 30 minutes per month in 1. The power strip in room 106 was

-accordance with NFPFA B9, 3.4.4.1,

removed on 1-17-2012. Maintenance
Director and Asst DON will have an
inservice to staff to stress the importance of
not having these strips for oxygen
concentrators. Maintenance Director also
did a walk through to see if any other rooms
; had power strips and will do this with the
i . Housckeeping Department dajly.
r 2. The power strip in room 102 was

This STANDARD is not met as evidenced by: remaved on 1-17-2012. Maintenance
Intakes: TNOQ029164 Director and Asst. DON will have an
inservice to staff to stress the importance of
not having these strips for oxygen
concentrators. Maintenance Director also

- Based on abservations it was determined the
_facility failed to maintain the electrical system.

The findings includea:

|
! 1
i 1, Observation of residents' room 108 en 1/17/12 Il
; at 5;28 PM, revealed the oxygen congentrator i
 was plugged into an electrical power strip. 5 |
| |

1 2. Obsenmation of residents’ room 102 on 1/17/12
i |
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44120 . — 01/17/2012
NAME OF PROVIDER OR SUPPLIER 4TREET ADDRESS, CITY, STATE, ZIP CORE

JOHN M REED NURSING HOME

124 JOHN REEDR HOME RD
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(X4) D s STATEMENT OF DEFICIENCIES !
SREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL :
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PROVIDER'S PLAN OF CORRECTION e
{EAGH CORRECTIVE ACTICN SHOULD BE COMPLETION
CROSSREFERENCED TO THE APPROPRIATE '[ DATE
|

ID
PREFIX
TAG
DEFICIENCY}

K 144 ' Continued From page 18
at 5:30 P4, revaaled the oxygen concentrator
" was plugged into an electrical power strip.

' 5:40 PM, revealed the ground fault circuit
; interrupter located betwaen the sink and the
- autside wall was damaged,

' 4, Observation of the kitchen on 1/17/12 at 6:25
. PM, revealed electrical panel PNLK had 2 open
slots,

|
|
[
|
i 3. Observation of the beauty shop on 1/17/12 at ’
i
|

. 5. Observation of the kitchen on 11712 at 6:30 |
' PM, revealed the 3 alecttical paneis were blocked
with equipment

. 8. Obsarvation of the kitchen on 1/17/12 at 6:36
. PM, revealed the electrical outlet located above
the smk was not a ground fault circuit interrupter.

i 7. Observation of the ele¢trical panel located |
. across roorn 25 on 1/17/12 at 6:55 PM, revealed

an open siot in the panel and the panel was i
. blocked with equiprnent, :

a Observation of the electrical panel located !
. across room 31 on 1/17/12 at 7.54 PM, revealed
the panel was blocked with equipment.

; 9 . Observation of the exit sign located above

1 station 1's fire wall on 1/17/11 at 8:07 PM,

' revealed the sign's elecirical wiring was not
installed in a junction box.

. 10. Observation on 1/1 7112 at 8:17 PM, revealed
' no cover installed on the elestrical junctian Bax
- located above the fire doors naxt reom 27.

did a walk through to see if any other rooms

had power strips and will do this with the

Housekeeping Department daily.

3. The ground fault circuit interrupter

hetween sink and outside wall was repaired

on 1-20-2012.

i 4. Facility obtained the service of an
¢leotrical provider of service and the
clectrical panel PNLK’s open slots have
been filled on 1-31-2012.

5. Of the 3 clectrical pancls that were
blocked with equipment in the kltchen 2
have been unblocked and the 3™ will require
the services of a provider of service to
provide a plumbing vendor and will be
complete by 2-29-2102.

6. The clectrical outlet located above the
sink in the kitchen will be repaired with a
ground fault circuit interrupter,

7. Facility obtained the service of an
electrical pravider of service and the open
slot in the panel across from room 25 has
been filied. The panel itself had been un
blocked and the Maintenance Director and
the Housekeeping Department will monitor
these pancls to cnsure this defictent practice
does not recur.

8. The electrical pancel] lacated across room
31 panel has been unblocked and the

. Maintenance Director and the Housekeeping
Departiment will manitor this panel to ensure
this deficient practice does not recur,

9. The electrical wiring for the sign at

! station 1°2 fire wall will have a junction box

| installed by our Maintenance Department by

1 2-M:2012.

;03

K 144

K144
|2-9412
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44A120 01/1712012
NANE OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
124 JQHN REED HOME RD
JOHN M REED NURSING HOME LIMESTONE, YN 37691
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| DERCIENCY) :
| ]
10. A cover was installed on the clectrica)
K 144 Continued From page 19 | | 10. 2 144
N T q i
_These findings were acknowledged by the lg’}‘;(‘;’; 21’,;’);]]]02"_&]1‘3;0120;3 the: irjf? door nest i< A
administrator during the exit conference on -2012 by our Maintenance 1 29-
T2, : Department. |
K 211 NFPA 101 LIFE SAFETY CODE STANDARD K211 : !
§8=D : K~211  The Facility has removed the 'i
' Where Aleohol Basielf :?ﬁd RUb.gAB_HR] i aicohol based hand rub dispenser that was |
; dispansars are netallad in & comeor: above the light on/off switch in the main |
' o The corridor is at least & feet wide ! | dining room on 1-18-2012 :
+ o The maximum individual fluid dispenser i P e K-aH
. capacity shall be 1.2 liters (2 liters in suites of i
 roQms) (-1 &1
' 0 The dispensers have & minimum spacing of 4 ft
i from each cther
, © Not mere than 10 gallons are used in a single
| smoke compariment outside a storage cabinet,
' o Dispensers are not instailed over or adjacent to
: in ignition source,
o [f the floor is carpeted, the building is fully
“sprinklered,  19.3.2.7, CFR 403,744, 418.100.
'460.72, 482.41, 483.70, 483.623, 485,623
|
' i
- This STANDARD is not met as evidenced by: |
_ Intakes: TNODD29164 ' ,
' E
: Based on obaervation, it was determined the
facillty failed to properly install the alcohol based
" hand rub dispensers,
' [
« The findings included:
i Observation of the main dining room on 1/17/12
1 gt 5:058 PM, revealed the alcohol based hand rub
: dispenser was Installed above the lights on/off
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| DEFICIENCY) |
.. i
i |
K 211 . Continued From page 20 PooK211; i
switch, | ‘I
|
This finding was verified acknowiedged by the | ! i
administrator during the exit conference on i ! [
117112, , i i
|
i
; [
{ _
I
!
|
|
| |
| |
[ |
i { 1
! 1 .
| |
1 |
‘ r'
|
o
|
| !
[ :
| |
| i
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